A clinical study was undertaken to determine the incidence of the dumping syndrome following partial gastrectomy and Roux-en-y gastrojejunostomy. Twenty-three patients were scored according to a clinical diagnostic index. There were no dumpers identified. A theoretical explanation for these findings is offered. A Roux-en-y conversion should be considered for patients with disabling dumping symptoms following gastric surgery.
Introduction
Reports on the incidence of the dumping syndrome following gastric surgery are notoriously variable, no doubt due largely to the lack of a precise definition for the syndrome. Visick (1948) claimed a figure of 16% in patients who had a Billroth II type gastrectomy. However, Goligher and Riley (1952) reported an overall incidence of 75% following subtotal gastrectomy, with no significant difference between the types of anastomosis, and with an incidence of disabling symptoms of 10 to 15%.
Although the Roux-en-y gastrojejunal anastomosis ( Fig. 1 ) has been advocated for a variety of postgastrectomy syndromes including dumping, there is little information regarding the overall incidence of dumping following this procedure. As it was our clinical impression that the incidence was very low, it was decided to review all our patients who had undergone partial gastrectomies with Roux-en-y anastomoses for benign disease. The final surgical state was as follows: nine subtotal gastrectomies, of whom two also had truncal vagotomies, and 14 antrectomies of whom eight also had truncal vagotomies and one a selective vagotomy.
There were no patients with a clinical score greater than 7 and only one in the equivocal range (Fig. 2) Nor is the efficacy of the Roux-en-y gastrojejunal anastomosis established. Wells and Johnston (1956) reported that their three patients who had Roux conversions for dumping symptoms were cured, whereas Conyers et al. (1960) only saw an improvement in seven out of 22. However, the latter group admit that some of their failures may have been due to the loop being too short.
In this series none of the Roux-en-y anastomoses were done for the dumping syndrome, but we were impressed by the lack of vasomotor symptoms in these patients. There were no patients with a convincing dumping syndrome and only one with even equivocal symptoms. However, there were two other patients not included in the series who warrant mention. One, excluded because of our inability to interview him, had a Roux-en-y conversion for disabling dumping following selective vagotomy and pyloroplasty. Apart from minor dyspeptic problems he had been cured. On the other hand, one of our patients who underwent a Roux-en-y gastrojejunostomy for a gastrocolic fistula following gastrectomy for a lymphosarcoma (excluded from the series because of malignancy) complained of mild dumping symptoms after both operations.
On a theoretical basis these findings come as no surprise. Our current concept of the aetiology of the dumping syndrome is that sudden loading of the upper small intestine with the products of carbohydrate digestion produces an osmotic load resulting in a shift of fluid from the intravascular compartment and therefore hypovolaemia. The (Fig. 1) .
Although the place of the Roux-en-y anastomosis amongst the array of surgical procedures recommended for disabling dumping is contentious, its simplicity and relative freedom from dumping complications makes it worthy of consideration when revisional surgery is required.
